Acrodermatitis continua of Hallopeau (ACH) is a rare form of pustular psoriasis, mainly affecting distal phalanges of hands and feet. Many therapeutic options exist; however, it tends to be resistant to treatment. We report a 26-year-old man presented with a very severe psoriatic arthritis associated with ACH. Although this patient was resistant to a first line treatment (glucocorticoids and methotrexate), a rapid and dramatic improvement was observed after adalimumab was introduced. The effectiveness and tolerance of the treatment were maintained during the 12-month period of follow-up. This is the first report of the efficacy of adalimumab on ACH in a patient presented with psoriatic arthropathy.
Introduction
Acrodermatitis continua of Hallopeau (ACH) is a rare form of pustular psoriasis, mainly affecting distal phalanges of hands and feet. It is characterized by a relapse of pustular eruptions, causing dystrophy of the nails. Its evolution is chronic with frequent relapses and the possibility of proximal extension (1) . Many therapeutic options exist; however, it tends to be resistant to treatment. The outcome can be extremely serious and the disability may be high, particularly when associated with psoriatic arthritis.
Case Presentation
We report a 26-year-old man, with no particular history, who was admitted to our department for a very serious inflammatory symmetrical polyarthritis that was developing since 4 months. It was associated with diffuse cutaneous lesions and a deterioration of the global status, thereby making him bedridden. He was followed as an outpatient for a mild axial spondyloarthropathy since 5 years. His condition improved with moderate doses of non-steroidal anti-inflammatory drugs. Physical examination revealed a global stiffness of the spine and pain when palpating the sacro-iliac, sterno-clavicular, and chondro-costal joints. Hips, shoulders, and distal joints (wrists, metacarpophalngeal, interphalangeal, and metatarsophalangeal joints) were characterized by pain and a limited range of motion. Skin examination revealed erythematosquamous lesions over the scalp, the face, the back, and the knees and was associated with typical Hallopeau pustules on fingers and toes ( Figure 1 Rheumatoid factor and anti-cyclic citrullinated peptide were negative. The TB-quantiferon test was positive, with no signs of active tuberculosis. X-rays showed ankylosis of the spine and the sacro-iliac joints, narrowing of the metacarpophalangeal and interphalangeal joints, and a radiographic involvement of sterno-clavicular and chondro-sternal joints. A skin biopsy of the forearm confirmed the diagnosis of pustular psoriasis. The diagnosis of psoriatic arthritis associated with ACH was made.
Glucocorticoids were administered (a 3-day infusion of 120 mg/day of methylprednisolone) along with oral methotrexate (20 mg/week). With the absence of clinical response within 3 months, adalimumab was administered (40 mg/2 weeks), while continuing methotrexate treatment. Chemoprophylaxis associated with isoniazid and rifampicin was administered 3 weeks before adalimumab and continued for a total duration of 3 months. Two weeks after adalimumab initiation, a rapid and dramatic improvement was noted, either on cutaneous lesions (Figure 3, 4) or on joint pain and joint mobility. Laboratory studies normalized within few weeks. No side effect was noted, with a follow-up period of 12 months. Table 1 shows the evolution of clinical indices and laboratory parameters after adalimumab treatment was started.
Discussion
ACH is a suppurative process affecting fingers and feet and may be complicated with distal osteolysis if left untreated. Diagnosis of ACH is based on clinical features (nature and distribution of lesions) associated with non-specific pathological features evoking psoriasis. It is considered as a rare and complicated form of pustular psoriasis that does not respond to standard antipsoriatic medications (1, 2). Many drugs have been used for the treatment of ACH, including vitamin A derivatives, vitamin D derivatives, phototherapy, and immunosupressants (3, 4) . TNFα inhibitors have been successfully administered in patients presented with plaque psoriasis associated with ACH. In our patient, adalimumab, a TNF inhibitor, was administered for the treatment of a refractory psoriatic arthritis. Its efficacy in plaque psoriasis has been well established (5); however, there is no evidence of its efficacy in ACH apart from few case reports (<20), of which more than half of them use adalimumab (6-8).
In conclusion, our case is the first to describe the efficacy of adalimumab in a patient presented with psoriatic arthritis associated with ACH. Optimal treatment duration is still an unsolved issue. 
